As described above, various mechanisms have been proposed to explain IPH after PED embolization. Given the variable rates of IPH in the literature, it is unlikely that these events are intrinsic to the PED itself. Alterations in parent vessel compliance and hemodynamics also do not fully explain these events because IPH rates should be more uniform across multiple series. If changes in vessel compliance from the PED increased the risk of IPH, implantation of longer length devices or telescoped multidevice constructs should result in more cases of IPH. This has not been observed in the published literature or in our personal series. 6 We have stressed that the PED is not simply a device but rather a set of complex, customizable techniques. 6,7 Vessel manipulation during PED treatment can be substantial in certain cases, particularly when establishing robust proximal access and during PED deployment in tortuous vessels. Great care must be taken at multiple steps to avoid iatrogenic embolic events, endothelial injury, and significant vasospasm-all of which can cause stroke and have the potential for hemorrhagic conversion. Avoidance and reduction of adverse outcomes requires careful attention to patient selection, user technique, and postprocedure management. These variables should be at the forefront of any discussion of adverse outcomes, particularly when there is a discrepancy between the outcomes achieved at different centers. Flow diversion for treatment of aneurysms is still in its infancy, and discussions such as this about outcomes and techniques are important to further improve and optimize treatment paradigms for our patients. 
As described above, various mechanisms have been proposed to explain IPH after PED embolization. Given the variable rates of IPH in the literature, it is unlikely that these events are intrinsic to the PED itself. Alterations in parent vessel compliance and hemodynamics also do not fully explain these events because IPH rates should be more uniform across multiple series. If changes in vessel compliance from the PED increased the risk of IPH, implantation of longer length devices or telescoped multidevice constructs should result in more cases of IPH. This has not been observed in the published literature or in our personal series. 6 We have stressed that the PED is not simply a device but rather a set of complex, customizable techniques. 6, 7 Vessel manipulation during PED treatment can be substantial in certain cases, particularly when establishing robust proximal access and during PED deployment in tortuous vessels. Great care must be taken at multiple steps to avoid iatrogenic embolic events, endothelial injury, and significant vasospasm-all of which can cause stroke and have the potential for hemorrhagic conversion. Avoidance and reduction of adverse outcomes requires careful attention to patient selection, user technique, and postprocedure management. These variables should be at the forefront of any discussion of adverse outcomes, particularly when there is a discrepancy between the outcomes achieved at different centers. Flow diversion for treatment of aneurysms is still in its infancy, and discussions such as this about outcomes and techniques are important to further improve and optimize treatment paradigms for our patients.
